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Tuberculosis (TB) within the last decade has risen to become a
global epidemic afflicting millions of people. Once on the list of
diseases singled out for eradication by the next century, TB increased
dramatically in the middle 1980s. Each person is susceptible to TB;
however, the persons most at risk for contracting the virus are citizens
from both developed and developing countries where poverty,
homelessness, overcrowding and a host of social economic problems are
prevalent. Therapy for the prevention of TB disease is available, yet
there is a minority of infected individuals who are not utilizing the
drug treatment.
Labeled as non-compliant among some health professionals, it is
believed that this behavior is the leading cause of the resurgence of
this "bug". Yet, compliance is not always an option for some people
where life stresses are an everyday contender. These factors are
basically social and economic in nature and have great influences upon
one's behavior. To some, compliant behavior is seen as a medical or
health problem, but this behavior has its roots in the environment in
which the individual lives. Compliant behavior is not a health or
medical problem, but a societal problem. Observing the factors that
contribute to the compliant and non-compliant behaviors of those with
the TB infection may lead researchers to solutions in control of
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TB. This trend is significant in relation to the social work
profession in that social workers are the most likely candidates to
influence change in this area. Social workers are aware of the
importance the social and economic systems force on the client.
Statement of the Problem
Non-compliant behavior among those who are tuberculosis (TB)
contagious is the main obstacle for containment of this virus. In 1987,
it was considered a realistic expectation that TB would be eliminated by
the year 2010.^ However, in 1993, TB was declared a global health
emergency by the World Health Organization.^ Over the last several
years in the United States there have been approximately 23,000 new
cases of TB reported each year.^
The major outbreak of cases in New York, in 1985, made headlines,
disturbing health professionals in this country and abroad tremendously.
The reason was the new strain of TB, known as Multiple Drug Resistant
Tuberculosis (MDR-TB), in which case rates increased from 1629 to 3811
between the years of 1984 to 1992.^ Medical experts acknowledge the
certain role of patient compliance as the dilemma of MRD-TB and its
rising case numbers, and they have tagged compliance as a behavioral
problem that needs major focus.
The concern that experts have is understandable because the
'Linda S. Efferen, “In Pursuit of Tuberculosis Control: Civil Liberty Versus Public Health,” Chest
112 no. 1 (1997): 5.
^Ibid.
^Kathleen Wade, Emily Stein and Nancy Beckerman, ‘Tuberculosis and AIDS: The Impact of the
Hospital Social Worker,” Social Work in Health Care 21 no. 3 (1995): 30.
‘*Lloyd N. Friedman et al., ‘Tuberculosis, AIDS, and the Death among Substance Abusers on
Welfare in New York City,” The New England Journal ofMedicine 334 no. 13 (1996) 828.
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course of treatment for MDR-TB increases from roughly six months
towards eighteen to twenty-four months or longer. Also, the cure rate
decreases from nearly one hundred percent to sixty percent or less,^
where not only the medical professionals involved with the cases are
frustrated, but the health care systems, responsible for caring for this
small population of non-compliant persons, suffer financially. It has
been documented that to provide treatment to the cases of MDR-TB will
cost approximately $150,000 per case.®
Major explosions of MDR-TB have resulted in clusters of illnesses
and death within congregate settings such as correctional institutions,
shelters, residential facilities and hospitals. These are settings where
people are confined with others daily. Faced with this issue alone,
society can no longer afford to ignore the problem or label the problem
as belonging to a certain group of people. Medical problems of the
indigent population are exacerbated by current social and economic
conditions. Without adequate social resources the problems will
increase in severity.
As stated above, although MDR-TB infected individuals make up a
small portion of all TB cases, these hard to treat patients consvune a
disproportionate amount of TB control funds and resources, which have
been decreasing since the 1970s. Control of TB disease has to come first
and foremost in order to control the potential for MDR-TB to propagate
in society causing more unnecessary suffering for all humans. TB is a
disease of the disenfranchised, a poor man's infection. World wide it
is concentrated in populations that have limited access to health care
^Lawrence O. Gostin, “Controlling the Resurgent Tuberculosis Epidemic: A Fifty State Survey of
TB and Proposals for Reform,” JAMA 269 no. 2 (1993): 255.
^Caroline G. P. Roberts, “ Introduction to Tuberculosis; Goal: To Place TB in a Socioeconomic
Context,” (accessed 5 February 1998); available from Internet, http:// www.brown.edu/Research/
TB-HrV_Lab/About_TB/TB_Title.htinI.
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plus many other resources and are too often overlooked.^ The resurgence
of TB is neither inexplicable nor unexpected, but it is the predictable
outcome of the American Public Health Care System and the social
policies implemented over the last decade concerning TB prevention and
welfare for the disadvantaged.
The majority of TB programs toward deterrence have ended due to
complacency and federal and state budget cuts, where the current
existing programs are only manned by a minimal amount of people
dedicating their time toward TB research and control. Furthermore,
there is a minimal amount of social work investigation contemplating
first, recognition of the social system contribution to this problem,
and second, the importance of this population of TB infected persons,
who do not comply with medical directives, and need to be assisted for
their and the public's safety. A community's social and economic
conditions are powerful components in compliant behaviors. The
resurgence of TB seems to be caused by multiple factors which may
include age, marital status, institutionalization, medical insurance
coverage, emotional support, substance abuse, past TB treatment, and
psychiatric disorder.
For more or less, the social interaction and the economics of
daily living is improving for Americans; nevertheless, for those that
are encompassed in a socio-economic wasteland, behaviors are not going
to be in accordance to those of "main-stream' society, in particular,
attitudes concerning health care. Much of the success in
treating TB will be by improving social and economic conditions of the
community for those most at risk to develop TB, who are the indigents
within a low socio-economic state.
^Roberts, available from Internet, http://www.brown.edu/Research/TB
HrV_Lab/About_TB/TB_Title.html.
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The indigent, of a low socio-economic sphere, tends to be a
minority, unemployed or working at a minimum low paying job,
homeless, and residing in an urban area. Concerning this study the
majority of the inpatients were black and male. From 1995 to 1996,
African-Americans had the highest number of reported cases of TB.®
Epidemiological studies have shown that there is a pattern of blacks
persistently having higher mortality and morbidity levels, and major
disease categories than the general American population.®
In the City of Atlanta, Georgia, health care of the impoverished
population who is plagued with the TB disease come to Grady Memorial
Hospital, the public hospital serving the indigent and working poor of
the inner city.^° The population tends to be African Americans of both
Fulton and Dekalb counties. There are instances where the medical social
worker, the County TB Liaison and health care providers are providing
assistance and treatment to one person several times due to
the person's non-compliant behavior in taking prescribed medication to
control the TB. If these persons are not following directives, it
leaves them open for developing the MDR-TB strain and also endangering
area citizens for contracting drug resistant tuberculosis.
Purpose/Significance of the Study
The purpose of this study seeks to determine if the relationship
between compliant and non-compliant behaviors in regard to
^Anonymous, ‘Tuberculosis Morbidity-United States 1996,” MMWR 46 no. 30 (1997): 697.
® David McBride, From TB to AIDS: Epidemics Among Urban Blacks Since 1990 (New York:
State University Press, 1991), 2.
‘°J. E. McGowan Jr. and H. M. Blumberg, “Inner-City Tuberculosis in the USA,” Journal of
Hospital Infection 30 Supplement 1995: 282.
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socio-economic factors among TB infected patients at a local health care
facility is a valid relationship. Compliant behavior among most humans
has much to do with one's social and psychological environment. This
issue may be tied into one's current situation and the importance given
to accessing and utilizing available health care resources. The
non-compliant may have several issues that cause them to dismiss medical
directives.
This researcher's purpose involves making a contribution toward
filling the gap of knowledge based on characteristics professionals need
to be aware of concerning non-compliant persons. Whereas social
workers and other health professionals can work with the patient to gain
access to needed resources, which will affect how this individual
approaches health care, with the indigents' lack in necessary means,
such as emotional, financial and physical resources, they will most
likely put health care as a problem to deal with later, at a less
stressful time. The problems of daily living, at present, are of major
focus to contend with and take precedence over medical directives, such
as taking prescribed medication. Add to this, substance abuse,
psychiatric problems or an unstable living position and adhering to
medical direction is that much harder.
The significance of this proposed study is not only for the social
work profession, but also for all health professionals involved in
patient care. The influx of communicable diseases is something we as a
society can not afford to put off dealing with until it reaches an
epidemic proportion. We have available to us the tools needed to combat
the dangers from the new and old viruses.
One such tool is understanding. Understanding is needed to assist
non-compliant patients in following medical directives. Through
understanding it will lead professionals to practice pro-action as
7
opposed to reaction for the safety of both the patient and the public
for a healthier society.
CHAPTER TWO
REVIEW OF THE LITERATURE
The appearance of Tuberculosis (TB) one may attribute to the
status of society at this point. The policies and practices set forth
to deal with public health issues has come and gone, delineating those
without funds or a support system to wade through a sea of bureaucracy.
Although it is said that some TB patients fail therapy, TB treatment
success or failure usually depends as much on the resources available
before, during and after treatment. Resources are scarce and with the
implementation of managed care and current reforms in welfare benefits,
decreased availability is expected. Furthermore, minorities, foreign
born, the homeless, substance abusers and those who are HIV-infected
tend to be at high risk for contracting TB, not accessing care and not
adhering to prescribed suggestions.
In order to control TB, a group effort is needed involving the
patient, social worker and medical/public health professionals. The
group must come with an understanding of Tuberculosis, the social and
economic ramifications of disease and con^diant/non-compliant behaviors
as a result. Social workers must be involved in this group because
they can be instriamental in negotiations with local health departments,
advocating for resources from the federal or state government, eind
8
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working with clients who are undocumented, parolees who tend to be
non-compliant with necessary treatment.^
Tuberculosis: Past and Present
Tuberculosis is an air born disease caused by bacteria called
Mycobacterium Tuberculosis.^ Bacteria are spread through the air by
coughing or sneezing from one person to another. In America, TB was
first thought to have been brought over by English Settlers, however TB
had been habituating in North America long before colonialism and has
been identified in Native American literature. The earliest suggested
evidence for TB dates from a Neolithic grave near Heidelberg, dated at
5,000 BC.^ However, scientists believe TB has been on earth as long as
mein. During the 1800s TB was the leading cause of death in America
with eight percent of the adult population infected and where a decline
in the morbidity rates wasn't seen until the 1890's.^
The chief cause of TB during this time was brought on by the
birth of industrialization. With the emergence of cities and the
migration of people from rural areas to urban areas in America, there
was an increase in disease susceptibility and death. During this time
cities were overcrowded and sanitation was not up to standards, which
'Kathleen Wade, Emily Stein and Nancy Beckennan, ‘Tuberculosis and AIDS: The Impact on the
Hospital Social Worker,” Social Work in Health Care 21 no. 3 (1995): 30.
^Department of Health and Human Services, Questions andAnswers about TB (Washington, D. C.,
1994): 1.
^P. Bartels, “ Tuberkulose (Wirbelkaries) in der Jungeren Steinzeit,” Archives ofAnthropology 6
(1907): 243-255 in The Forgotten Plazue: How the Battle Aeainst Tuberculosis was Won and Lost. Frank
Ryan (Canada: Little, Brown and Company, 1993), 5.
^erri A. Schmidt, “When Public Health Competes with Individual Needs,” Academic Emergency
Medicine 2 no. 3 (1995): 218.
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along with the ignorance of the medical profession on how to treat TB
caused an epidemic, killing thousands of people, with those most
affected being African Americans. Even when there had been advancements
in medical technology, between 1900 to 1920, the black community was
exposed to an excess of mortality and morbidity.
In major urban cities with a high density of African Americans,
TB was two to four times higher than those of whites.® Even with the
advent of specialized medicine and the public hygiene movement, the TB
epidemic among urban blacks emerged as the most urgent public health
concern for health authorities, social welfare workers and the medical
community. At present, there is repetition of history in that TB seems
to be concentrated in urban cities were the majority of those infected
are African Americeins.
TB among infectious diseases is the leading cause of death®,
greater than cancer. Whereas the Director of the National Center for
Infectious Diseases, James Hughes, states that infectious diseases are
the third leading cause of death in the U.S. and the leading cause of
death worldwide,^ it may sound strange to the reader. However, in
developing countries where sanitary, nutrition and the housing
situation are a constant battle for world health officials and
volunteers, it is not surprising. Each year approximately nine million
new cases and three million deaths are reported world wide, ninety
®David McBride, From TB to AIDS: Epidemics Among Urban Blacks Since 1900 (New York:
State University of New York Press, 1991), 2.
®Barry R. Bloom and Christopher J. L. Murray, ‘Tuberculosis: Commentary on an Reemergent
Killer,” Science 257 (1992): 1055.
’
LyricWallworkWinik, “Before The Next Epidemic Strikes,” Parade: The Sunday Newspaper
Magazine (February 1998): 6.
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percent of them in the developing world,® where countries such as India,
Russia, Latvia, Estonia, the Dominican Republic, and the Ivory Coast
have the highest rates of TB drug resistance.®
There have been many questions concerning the resurgence of this
disease that the world believed was on the demise. There have been a
number of deadly epidemics that have come and gone such as yellow
fever, small pox and cholera where scientific discovery of
pharmaceutical cures saved many lives. As such TB prophylaxis and
treatments were developed during the 1940's and readily available to the
public during the early 1950s. This treatment was so significantly life
changing that in 1969, the U. S. Surgeon General testified to Congress
that it was time to "close the book on infectious disease."^® To think
that almost three decades later an expert from the WHO would declare the
continent of "Africa is Lost*, referring to the world status of
Tuberculosis, is troubling.
During 1996, in the U.S., a total of 21,337 cases of TB (8.0
cases per 100,000 population) were reported to the Centers for Disease
Control.^’’ What one must understand is that not only must the public
contend with an historical disease such as Tuberculosis, but also the
new viruses that are on the rise and plaguing the human race at present,
such as Malaria, E. Coli and HIV.
®Ami Bhaloddkar, “An Assessment of the Possible Risk Factors For Non Compliance Among
Tuberculosis Patients Enrolled In a Directly Observed Therapy Program In South Bronx, NY” (MPH
Thesis, Emory University, 1997), I.
® Mary Grayson, “Public Health,” Hospitals & Health Networks (December 1997): [journal
on-line] available from Internet, http:www.hhnmag.eom/CGI-BIN/SM40i...ocid=l()0:7397&%50ass
ArticleID=10594;accessed 20 February 1998.
'°Bloom and Murray, Science, 1055.
^Anonymous, ‘TuberculosisMorbidity-United States, 1996,” MMWR 46 no. 30 (1997): 695.
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Tuberculosis: Social and Economic Issues
A person's socio-economic status plays a leading role in the
accession and utilization of services, in particular health care and
some think the susceptibility to disease. It has been observed that
unemployment has a direct effect on health through adverse association
with health risk factors such as poor diet, smoking or levels of alcohol
intake.Researchers have also noticed an association with decreased
immunological function and thus increased susceptibility to
transmissible disease.“ In particular, the effortless transmittal of
Tuberculosis (TB) is more dangerous when one's immune system is heavy
with stress of psychological and/or emotional problems.
With the present condition of welfare cuts and the new addition of
health care reform, such as managed care, accessing health care and
utilizing it appears to be more difficult due to the scarcity of
resources. With explosive corporate growth, social programs dealing
with public health and wellness, concerns have diminished which have
contributed to inadequate conditions in poor and minority urban
neighborhoods in America. These conditions include housing
deterioration and overcrowding; unemployment; abandonment by major
retailers such as food stores and pharmacies; cutbacks in public and
private support for education, primary health care and other needed
services; and a decline in community civic cohesion and social order.
These circ\imstances have created a diminished amount of care and
’^D. Marriot, B. J. Kirkwood, and C. Stough, “Immunological Effects ofUnemployment,” Lancet
334 (1994): 269.
'^Ibid.
’^David G. Whiteis, “Unhealthy Cities: Corporate Medicine, Community Economic
Underdevelopment and Public Health," "International Journal ofHealth Services 27 no. 2 (1997): 229.
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attention in the African American coiranunity. Much of the nation's
black community remains threatened by serious, largely preventable
health and social ills.^® The most severe problems in which the black
community shows higher rates than other communities are in one, infant
and maternal mortality; two, teenage pregnancy; three, behavioral
disorders; four, mortality and community disorder linked to violent
crime and drug abuse; five, cancer and cardiovascular disease; and six,
AIDS.
The annual cost of health care in the U. S. is now eight hundred
billion, at a cost of $3229 per person.^’ While it is expected that by
the year 2000, the annual cost will reach two thousand billion.^®
Without some type of medical coverage to lift the burden off, these
costs will be next to impossible for the indigent to live up to, and yet
it seems that it has reached that point. This has resulted in some
individuals refusing to go through the effort to obtain medical care
and basically deciding to go without making the problem or condition
they are experiencing worse. Furthermore, when they do attain help it
will be at the taxpayers' expense and costlier because the problem or
condition has increased making it more costly to treat.
The population of persons to be most affected will be minorities
and poor women and children. Even though TB is found in all segments
of society, its chosen impact population are the poor urban racial and
'^McBride, From TB to AIDS: Epidemic among Urban Blacks Since 1900. 3.
'*Ibid.
'^T. Patrick Hill, “Health Care: A Social Contract in Transition,” Social Science and Medicine 43
no. 5 (1996): 783.
'*Ibid.
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ethnic minorities.^® The incidence of TB is highest among low-income
individuals where nearly two-thirds of TB cases involve low-income
individuals.^® TB has been referred to as an inner-city disease due to
its concentration within large cities, such as Atlanta, where there is
a good size population of African Americans, Hispanics, Asian Pacific
Islanders and immigrants. The increase in reported TB cases is in part
attributed to immigration from other countries where TB is prevalent.
In 1992, 27.3 percent of the total reported TB cases occurred in
foreign-born persons, and the majority had been in the United States
five years or less.®^
TB, historically, has been associated with urban poverty and at
present, TB is still associated with the urban poor who live in
crowded, poorly ventilated houses that enhance the risk of transmission
of TB bacteria and hence the risk of initial infection.^* This
population living by substandard needs must also contend with the
everyday struggle for decent income and support, and if one is an
immigrant, the necessary process of learning a new language or culture
is added, compoxmding co-existing health problems.
Massive cutback and the "wait and let's see* attitude among
politicians is not helping either the patient or other citizens and has
resulted in a demonstrable decline in health status,^® and an increase
in communicable diseases.
‘^Josephine Gittler, Ronald Bayer and Randall R. Bovbjerg, “Controlling Resurgent Tuberculosis:





“Whiteis, International Journal ofHealth Services, 228.
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This trend further adds an additional amount of pressure on the
resources in the community, in particular public health care
institutions. Hospitals and clinics within the inner-city whose users
are the indigent or working poor, are placed at financial risk, due to
the high cost of treating patients uninsured or underinsured. Also,
when facilities are used by this population, cost will tend to be higher
due to the popular use of the Emergency Care System. As the reader can
observe, socio-economic issues do not only entail the patient but also
the community providers of care and in turn every tax-paying citizen.
Tuberculosis; Compliance and Non-Compliance
Socioeconomic factors, discussed above are instrumental in each
person's behavior, having influences in one's social environment and,
in particular, health care actions. Compliance with directives is
capable of being influenced by social work intervention.^^ Social
workers within the health care arena deal with all aspects of the
patient's illness and surrounding environment. Compliance with
directives is a form of social behavior affected not only by the
physical aspect of illness, but by the social and psychological
environment of the patient and other various factors that come into
play to effect the individual's behavior. An important problem in
treatment of chronic disease, such as Tuberculosis (TB), is ensuring
that the patient complies with medication therapy.
The medical profession has been contemplating compliant behavior
for decades and in fact; it has been estimated that 4000 English
“Clare Rabin et al., “Compliance and Control: Issues In Group Training for Diabetics,” Health
and Social WorkW no. 2 (1986): 141.
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language articles have been published up to 1985,^^ based on compliance.
Whereas the Medical Social Work profession, whose cornerstone is to
deal with the psychosocial aspect on the patient's behavior, have
completed minimal research in this area. The body of literature
available in the past that focused on compliant behavior had a tendency
in much of the work to assume that medical practitioners deliver
information clearly and that the failure to comply is the fault of the
patient or caused by the doctor patient-relationship.^® There have been
several barriers considered to be the perpetrator of non-compliance by
medical society. Barriers, such as the patient's ignorance of medical
instructions, forgetfulness of directions, and stubbornness all
influenced many health providers' beliefs of why patients comply or not.
However, there have been changes in the thinking and behavior of a small
community of researchers; among them are some social workers. Social
Workers know that a host of other factors contribute to behaviors in
taking prescribed medication.
Factors such as homelessness, substance abuse, emotional and
financial support, cost of medication, user-friendly aspect of the care
center, side effects from the medication, and, at times, cultural
values are instrumental. These factors are necessary for all
professionals to be aware of, especially, social workers whose jobs
entail designing and delivering of effective treatment and services. It
has been estimated that fifty percent of patients do not adhere to
therapy at some point.In general, between fifteen and ninety-three
percent of patients fail to comply with prescribed medical regiments of
“jenny L. Donovan and David R. Blake, “Patient Non-Compliance; Deviance or Reasoned
Decision-Making?” Social Science andMedicine 34 no. 5 (1992): 507.
“ibid.
“Gittler et al., Journal ofHealth Politics, Policy and Law, 114.
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all types.Becker and Maiman found that one-third of patients
prescribed short-term drug therapy failed to complete regimens and also
sixty percent of low-income clinic users to be non-compliant.
The TB therapy process involves ingesting several drugs in the
right combination regularly for six months or more. The trouble emerged
when patients started to feel better and discontinued treatment. This
behavior attributed to drug resistant TB and or MDR-TB with longer
treatments and more serious consequences. This even posed serious
public health risks because of the prolonged infection and high
transmission rate of TB to the community. There have been many programs
developed to help the non-compliant comply with medical directive. The
most popular and highly used is the Directly Observed Therapy (DOT).
DOT involves a health care worker or some other responsible person
observing the patient ingesting each dose of medication. Initiated in
1958, both the World Health Organization and the Centers for Disease
Control and Prevention recommends DOT as the standard of care for all
patients with TB and would like this system to be used universally.
Other sources used to increase compliant behavior are incentives such as
food, clothing and books or enablers such as free transportation to
clinics. Further implemented programs for preventive care is case
management, referred to as Directly Observed Preventive Therapy (DOPT).
Similar to DOT, this program is for those at high risk for
non-compliance.
In existence at one point were sanatoriums or hospitals, used to
treat infectious TB individuals. Elimination of funding and the assumed
decline in TB caused these institutions to close. A more controversial
“Michael A. Rapoff and Edward R. Christophersen, Compliance ofPediatric Patients with
Medical Regiments: A Review and Evaluation, ed. Richard B. Stuart, Adherence. Compliance and
Generalization In Behavioral Medicine (New York: Brunner/Mazel Publishers, 1985): 81.
“ibid.
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way in regulating the spread of TB is through the present TB control
laws. All states have exercised their police powers to control the
spread of communicable disease, including TB.^° Laws regarding
infectious diseases were enacted at the turn of the century and in the
last decade, ten states have revised their public health statues for TB
to make them more relevant to the current proliferation. States have
the power to force individuals to have medical examinations, treatment,
emergency detention, commitment to a state facility, isolation and
quarantine, if compliance to medication is not followed.
Balderas v. Pithcess, the 1980, California court case involving an
individual who refused treatment, assisted in the development of
guidelines for involuntary isolation of a person with TB.^^ These
guidelines include;
1. Within twenty-four hours the individual must be given an explanation
of why he/she is being detained.
2. If the individual contests the detentioji within seven days, there
must be a hearing and a hearing officer must make a written
decision.
3. If isolation exceeds sixty days, a jury is called and must conclude
that "the patient would not reliably participate in a program of
voluntary treatment such that release of the patient
from constraints of the Order of Isolation would constitute a
probable threat to the public health."
^°Lawrence O. Gostin, “Controlling the Resurgent Tuberculosis Epidemic: A 50-State Survey of
TB Statues and Proposals for Reform,” JAMA 269 no. 2 (1993): 255.
^'Ibid.
^^Schmidt, Academic Emergency Medicine, 219.
^^Schmidt, Academic Emergency Medicine, 219.
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The TB control laws have inspired many debates over the rights of the
individual versus the rights of the public's health. Policies for
isolation in a hospital, commitment to state facilities and DOT are
being examined afresh, by the American Civil Liberties Union (ACLU) and
the Centers for Disease Control over human rights concerns. The laws
and policies being reviewed mean social workers will be an added asset
in this area, because of their knowledge base regarding psychosocial
environment of the patient
Overview of the Major Theoretical Orientation
Humans are social animals. People exist for this very reason.
The group in which one belongs is responsible for socialization.
Socialization is the process of learning necessary values, mores and
norms; the way one is to behave or act in different circumstances. The
social environment responsible for socializing is presided over by the
family which takes it cues from the community to whom it belongs,
whereas the community subscribes to a basic culture or subculture
enmeshed in a particular society or nation.
As society impacts on people, it influences actions and thought
processes. Socialization dictates how one goes about his/her daily
activities and interactions with others. Socialization is a powerful
entity that patients and health providers must deal with so that a more
effective treatment is given which takes into account history and
ideologies, leading toward betterment of the patient's well-being,
health care attitudes and actions.
George L. Engel, a psychiatrist, was one such person who became
aware of the enormous contribution society has on the human animals'
health behaviors and illnesses. Engel first proposed his model, the
He developed this model to contend
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Biopsychosocial Model in 1977.^^
with the dominant Biomedical Model, which regards the practice of
medicine in the classical Factor-Analytic approach that has
characterized Western Science for many centuries.^® Critics of the
Biomedical model, such as Engel, felt that although this model dealt
with the physical aspect of a patient's illness, it overlooked critical
issues that contribute to health and one's belief and actions toward
healthy behavior. It is thought that psychiatric and social components
have serious authority over conduct.
In other words, there can not be any single cause, single category
or single effect model that explains health and illness. Each patient
is different with multi-factors effecting their behavior, which not only
include biological and physiological process, such as pathogens and
chemical imbalances, but also psychosocial process, like social support
and the availability and adequacy of health care resources.^® These
multi-factors have multi-effects in the patient's environment.
Engel recognized that illness involves the whole client system,
where the system affects and is effected by the work of sub-systems, so
that people are individual mind-body complexities, ceaselessly
interacting with the social and physical environment in which they are
embodied. Engel referred to this as a sort of holistic approach to
medical science. Based upon the Systems Theory, the Biopsychosocial
Model aims at the patient regaining homeostasis or balance among the
different elements in the system.
^Larry C. Bernard and Edward Krupat, Health Psychology: Biopsvchosocial Factors in Health and
Illness (FortWorth: Harcourt Brace College Publishers, 1995), 11.
^’George L. Engel, “The Clinical Application of the Biopsychosocial Model,” The American
Journal ofPsychiatry 137 no. 5 (1980): 535.
^®Bemard and Krupat, Health Psychology: BioDsvchosocial Factors in Health and Illness. 12-13.
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Engel describes several elements involved in the client system,
which makes up a hierarchy. Not only does the individual have a
hierarchy where he/she is the highest level; the individual also belongs
to the encompassing system that has the most control; society in this
case. The system incorporates the individual person where he/she is a
part of the elements that makes the system whole. Even though the
individual may posses dynamic characteristics, as do all the elements in
the system, the person could not operated without the help from the
elements before or after him/her.
In the continuity of natural systems, every unit is at the very
scune time both a whole and a part. Each identification source of the
individual characterizes him/her to the larger society and identifies
other systems of which the person is a component, in turn effecting the
person's behavior cind beliefs. For example identifications, such as
age, race, sex, martial status, and residence are subsystems the
individual belongs to, these characteristics than have an effect on
behavior.
The theoretical model that most applies to this research paper is
the Biopsychosocial Model, which explains how the power of the system as
a whole influences how those with disease formulate their care. In
particular, increase in the rate of Tuberculosis (TB) is not an
individual problem but a societal problem. Despite the recognition that
TB is a poverty disease, social conditions and public health policies
have given little attention or focus to increasing the assistance that
the indigent need, instead concentration is on the management and
control of the non-compliant patient.
Definition of Terms
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AFB Smear (Degree of Smear)- this phrase refers to the numbered degree
of TB bacteria present inside the individual's sputum. The degrees
usually run from zero to positive four. With positive four being the
highest and designating the person as most infectious.
Complianca Behavior- this term refers to the behavior of individuals
within a health care setting who adhere to medical directives.
Directly Observed Preventive Therapy (DOPT)- this term is similar to
Directly Observed Therapy (DOT), however, DOPT is used to ensure that
persons in high-risk groups adhere to therapy. This system is
implemented when patients miss appointments or demonstrate other
non-compliant behaviors. These individuals are brought to the attention
of public health officials and are considered for DOPT.
Assessment of the patient's needs, living arrangements, employment
conditions and preferences are discussed, whereby, the patient and
provider of care can agree on a method that ensures the best possible
DOPT routine.^®
Drug-Resistant Tuberculosis (TB)- this term refers to individuals who
have a resistance to one of the drugs used to treat TB.®®
Endemic- this term refers to a disease that occurs continuously or in
expected cycles in a population where there are a certain number of
cases expected at a given period, such as the flu.
Epidemic- this term refers to an infectious disease or condition that
attacks meuiy people at the same time in the same geographical area.
^Georgia Department of Human Resources, Division of Public Health, Epidemiology and
Prevention Branch The TB Reference Guide (1997): [guide on-line] available from Internet,
http://www.ph.dhr.state.ga.us/epi/tbguide/XI.htm; accessed 22 February 1998.
®*Department of Health and Human Services, TB FactsforHealth Care Workers, 9.
®®Gittler et al.. Journal ofHealth Politics, Policy and Law, 111.
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Medical Directives- this phrase refers to the health behavior course
that health providers recommend to patients under their care follow.
Multiple-Drug Resistant Tuberculosis (MDR-TB)- this phrase refers to
individuals who are resistant to more than one drug used to treat TB.
Mon-Conqpliance Behavior- this term refers to the behavior of individuals
not adhering to directives put forth by their health care providers.
Socio-Economic Characteristics- this phrase refers to both social and
economic features within the client system. Economic features as in
employment, financial assistance if not employed, medical coverage and
monthly income.
Sputum- phlegm from deep inside the lungs.
Tuberculosis (TB) Disease- persons with TB disease have active bacteria
that have multiplied, where the symptoms are a bad cough that last
longer than two weeks, pain in the chest, coughing up of blood or
sputum, fever, weight loss and night sweats. These individuals are
infectious but can be treated.
Tuberculosis (TB) Drug Treatment- this phrase refers to a four-drug
medicine regiment that infected TB patients are treated with. The drugs
include Isoxiiazid (INH), Rifampin (RIF), Pyrazinamide (PZA) and
Ethambutol (EMB) or Steptomycin (SM)
Tuberculosis (TB) Infection- individuals with TB infection have inactive
bacteria. The body's immune system of most infected persons is able to
fight the bacteria in order to stop the virus from multiplying.
Infected persons cannot spread or develop the TB disease as long as they
adhere to medical regimens. Individuals with weak immune systems have
department ofHealth and Human Services, Questions andAnswers about TB (Washington,
D.C., 1994): 16.
“"Department ofHealth and Human Services, Questions andAnswers About TB, 17.
“^Ibid., 9.
deficient antibodies with which to fight off the multiplying of the
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virus and are at high risk of developing TB Disease 43
^^Department ofHealth and Human Services, Questions andAnswers About TB, 17.
STATEMENT OF THE HYPOTHESIS
25
The current issues concerning the new Tuberculosis crisis has
influenced the following question:
Is there a relationship between the compliant and non-compliant
behaviors among TB infected individuals based upon socio-economic
condition?
The researcher proposes that socio-economic factors do have an
affect on compliant and non-compliant behaviors. The hypothesis for this
question is:
There will be a significant relationship between compliant and
non-compliant behaviors among TB infected patients within a health care




The chosen design for this research study involves a comparative
analysis of compliant and non-compliant behavior in relationship to
socio-economic factors with a focus on Tuberculosis (TB) patient in a
health care setting. Additionally, the study is exploratory in nature.
Setting
Grady Hospital, a local Atlanta area public institution, was the
setting for this particular study.
San^ling
The nonprobablility convenience sample was used for this study.
The sample population consisted of twenty female and twenty-one male TB
inpatients within in the stated facility. The gathering of the data was
extended over a period of one day.
Data Collection Procedure (Instrumentation)
The data for this study became available to this researcher
through the Grady Department of Social Services and their ongoing
surveillance of TB inpatients. The instrvimentation (See Appendix B),
used to collect data’was adapted from the TB Report of the Grady Health
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System Social Services Department TB Surveillance Project.
The instrument used contained a host of questions about the
subjects' present and past life history, medical status concerning TB,
social and economic foundation, and social services provided, as in
assistance and referrals. The researcher organized questions to fit
into three categories. The categories are demographic, health factors
and socio-economic factors.
The instrument developed by the agency has only been used to
collect necessary data in order to assist the TB social worker in
assessing the Grady TB clientele. The questionnaire has not been used
for any other investigative purposes than this proposed study. The
survey questionnaire adapted may not have good internal consistency.
No test-retest data exist on this instrument.
Data Analysis
Descriptive statistics involving chi-square, frequency




The null hypothesized statement is compliant behaviors among TB
infected individuals will not have a statistically significant
relationship in regard to socio-economic factors. Certain factors from
each section of the questionnaire were chosen for further study in terms
of chi-square relations, other tables may be found with their
frequency and percentage distributions in Appendix A (Table 1 to 32).
The following variables chosen for further study are; marital and
employment status, patient's 'degree of smear', past
institutionalization, medical insurance coverage, emotional support,
svibstcince abuse history, which includes type of substance and treatment,
and history of psychiatric disorder. Discriminant analysis using a
cross-sectional test involving chi-square statistics provided the
researcher with the following results. For this study, a p value of >
.05 was used to measure significance.
Of the two demographic variables chosen for observation both were
accepted by the null hypothesis. In table 33 there was no statistically
significant relationship between compliant behaviors in regard to
marital status {a.= 4.161, p= 9.49).
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Chi-Square 4.161* 4 .385
Likelihood Ratio 5.364 4 .252
Linear-by-Linear
Association .001 1 .980
N of Valid Cases 41
a.=4.161, df= 4, p> .05
The demographic factor of employment {a.= .804, p= 3.84) revealed
no effect on the compliant or non-compliant behavior of the study
subjects. The null hypothesis is accepted. There is no statistical
relationship between compliant and non-compliant subjects in regard to
employment status.










Chi-Square 1.888 1 .169
Continuity
Corrections® .804 1 .370
Likelihood





Association 1.842 1 .175
N of Valid Cases 41
a.= .804, df= 1, p> .05
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Concerning individuals 'degree of smear'(a.= 1.794, p= 9.49),
there was no significant relationship that could be observed.






Pearson Chi-Square 1.794® 4 .773
Likelihood Ratio 2.193 4 .700
Linear-by-Linear
Association .230 1 .632
N of Valid Cases 41
a.= 1.794, df= 4, p< . 05
The socio-economic factor, of past institutionalization, in the
following; hospital , jail, psychiatric hospital. or military within the
last year has been accepted by the null hypothesis. From the results.
past institutionalization {a.= 7.538, p= 9.49) is not a significant
deciding aspect of compliant actions among the study subjects.





Pearson Chi-Square 7.538® 4 .110
Likelihood Ratio 9.330 4 .053
Linear-by-Linear
Association 4.008 1 .045
N of Valid Cases 41
a.= 7.538, df= 4, p> .05
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The economic factor of medical insurance coverage, was found, to
have no statistical significant relationship to compliant behaviors
among subjects. The null hypothesis is accepted. In short, medical
insurance as in Medicaid, Medicare or private insurance (a.= 2.383,
p= 5.99) is not statistically related to compliant and non-compliant
behavior of TB subjects within this local medical facility.






Pearson Chi-Square 2.383® 2 .304
Likelihood Ratio 2.516 2 .284
Linear-by-Linear
Association 1.191 1 .275
N of Valid Cases 41
a.= 2.383, df= 2, p> .05
Emotional support from family members such as a spouse, parent, child,
friend or self-support did not have any significant statistical results
to support that this factor contributes to compliant behavior. The
null hypothesis is accepted. In short, emotional support
(a.= 3.634, p= 9.49) for either compliant or non-compliant subjects is
not related to how respondents behave toward medical directives.
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Pearson Chi-Square 3.624^ 4 .459
Likelihood Ratio 3.800 4 .434
Linear-by-Linear
Association .007 1 .933
N of Valid Cases 41
a.= 3.624, df= 4, p> .05
The socio-economic factor of past substance abuse behavior
(a.= 4.60, p= 3.84) does appears to have a statistically significant
relationship to the behavior of compliant and non-compliant subjects.
The null hypothesis is rejected. Substance abuse, therefore, is a
contributing factor in compliant behavior of respondents.











Chi-Square 6.694 1 .010
Continuity
Correction* 4.602 1 .032
Likelihood




Association 6.531 1 .011
N of Valid Cases 41
a.= 4.602, df= 1, p> .05
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From the results stated in the above paragraph, substance abuse
does affect compliant and non-compliant behavior. However, in table
40, there is not a statistically significant relationship toward the
type of substance (a.= 6.808, p= 7.82) used. Whether the individual
engages in alcohol, cocaine/crack, marijuana, intro-venous drugs or
heroin type of substance used has no particular significance to
compliancy.






Pearson Chi-Square 6.808® 3 .078
Likelihood Ratio 9.126 3 .028
Linear-by-Linear
Association 1.484 1 .223
N of Valid Cases 41
a.=! 6.808, df= 3, p> .05
Substance abuse treatment (a.= 1.955, p= 3.84) is not relevant to
this population in complying with medical directives. The null
hypothesis is accepted. There is no significant statistical
relationship among compliant and non-compliant individuals, in regard to
substance abuse treatment.
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Chi-Square 2.930 1 .087
Continuity
Correction® 1.955 1 .162
Likelihood




Association 2.858 1 .091
N of Valid Cases
a.= 1.955, df= 1, p> .05
The sample study, in table 42, appears to accept the null
hypothesis which states that there will be no statistically
significant relationship between compliant and non-compliant behaviors
towards psychiatric disorders. In other words, mental health issues of
respondents do not effect their actions toward following medical
directives.
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Chi-Square 4.609 1 .032
Continuity
Correction® 2.998 1 .083
Likelihood




Association 4.496 1 .034
N of Valid Cases 41
a.= 2.998, df= 1, p< .05
CHAPTER FIVE
ST7HMARY AND CONCLUSION
Overall, compliant and non-compliant behaviors among Tuberculosis
(TB) infected individuals, within this study sample. Respondents were
not influenced by the chosen demographics, TB health related factors,
and the majority of socio-economic factors analyzed in regard to
compliant behavior. The only observed factor to have a statistically
significant association with compliant and non-compliant actions is past
substance abuse behavior. This factor has also been observed in other
studies concerning predictable behaviors for compliant and non-compliant
individuals.
In a multivariate model study, Pablos-Mendez et al., found that
among socio-economic indicators, the only consistent predictor of
nonadherence was injection drug use.^ Compliant behaviors have been
found to be unrelated to sex, race, anatomic site to the disease or HIV
status and to be closely associated with homelessness and alcoholism.^
Among the six named reasons why TB has made resurgence, especially
within urban areas, substance abuse is the most stated. The other five
reasons are increased poverty, immigration of people from countries
where TB is an endemic, the emergence of drug-resistant TB, and a break
down in public health infrastructure and the increase in HIV. The
'Ariel Pablos-Mendez et al., “ Nonadherence in Tuberculosis Treatment: Predictors and
Consequences in New York City,” American Journal ofMedicine 102 no. 2 (1997): 167.
^Diana Brainard et al. “Long -Term Outcome of Inpatients with Tuberculosis Assigned to




factors named in this study have little predictability value in
determining if someone will be compliant or non-compliant.
In conclusion, during the nineteenth century TB was the leading
cause of death. Improvements in living conditions and drug therapies
for treatment lead to the hiiman race heaving a sigh of relief over the
impending demise of this unmerciful virus known as the White Plague. At
present, TB is making it self-known again and within certain
populations were those with the least mental and physical resources to
fight off this infection are the hardest hit.
The indigent living within the inner city lack for adequate
welfare assistance to provide them with decent food, substance abuse
and mental health treatment, and housing. The housing conditions of
some consist of overcrowded tenements, which are harbors for
communicable diseases, like TB. Those that are immune deficient,
impoverished, and homeless and substance abusers are most likely than
not to engage in behaviors that are not in their best interest.
Behaviors like procrastinating with medical attention when needed and
not complying to medical directives when illness strikes.
Compliant behaviors have been discussed and written about
tremendously, however, experts still haven't developed an explanation
for why some people comply and other do not. This is a subjective
ideological issue with multifactors involved and these multifactors are
defined differently by different people and professionals.
Limitations of the Study
The most important limitation of this study is the reliability and
validity of the measurement used to judge the data collected. The tool
(See Appendix A) engaged for this project has not been involved in any
other study of this magnitude before. The instrument used is only
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for assessment purposes within a clinical setting, as such, the
consistency of the measurement item is unreliable and the accuracy of
the measurements studied is invalid, in that the tool was not set up to
measure compliant and non-compliant behaviors. Without further
testing of the tool, it will be inappropriate for explanations or
predictability of compliant behaviors and generalizations to be made.
The role of bias must also be taken into account when reviewing
this body of research. Bias by the researcher, the chosen factors
to study and the designer of the instrument must be taken into account
by the reader. The questionnaire is fraught with items that have
definitions that may mean or state one thing to one person; however,
another person may see them completely different.
Suggested Research Direction
Beliefs are shared statements that individuals in a group hold as
true. Beliefs shape the values of all groups who define themselves by
their race, sex, culture or socio-economic status. These beliefs shape
the group's practices. Beliefs about health and illness influences
health behavior and the significance of how one perceives
the symptoms she or he is having. Beliefs are powerful and dictate how
we go about our daily living activities. Beliefs influence behaviors
regarding health and compliance, seriousness of the disease and
interactions with professionals.
Further research on beliefs is needed in an attempt to find a
solution to this persistent problem, in order to provide others to
formulate compliance plans more effective for their individual cases.
Behaviors are difficult to change due to past life circumstances that
contribute to present individual action. Future life events may
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be adjusted. Through self awareness and education a non-compliant
individual's increased awareness of past influences on illness behavior
will lead to half of the battle being won in fighting current viruses.
CHAPTER SIX
IMPLICATIONS FOR SOCIAL WORK PRACTICE
Social work is a difficult profession, but also a powerful
profession. Powerful because social workers have the force to make
change. To make change the profession is and should be involved in the
trenches but also aware of the overall picture, which has an effect on
the issues or problems within the trenches. Awareness for social workers
means being competent and up to date on current issues affecting
society's growth.
The influx of infectious diseases, concerning medical
scientists, is being discussed in the news media at an increasing rate.
In the last two decades more than thirty new diseases have been
discovered such as Lyme disease, E. Coli disease. Legionnaire's disease,
Ebola, AIDS; with alarming rises in diseases such as Malaria and
Tuberculosis (TB). Public health officials are concerned that these
diseases are developing virulent strains resistant to the antibiotics
now prescribed by physicians. Diseases that were once were curable like
TB, pneumonia, meningitis or a child's ear infection are now outsmarting
the common antibiotic drugs available.
Compliant behaviors, for those on a medical regiment, are an issue
with familial, economic, social and physical consequences if not adhered
to. Non-adherence to the medical regiments prescribed, patients will be
ill longer and increase their chance of becoming drug resistant. The
importance of medical social workers to be educated in the public
40
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health arena can not be stressed enough. Disease and illness have a
far-reaching social implication, affecting the health of all. Social
workers, because of their skills and knowledge concerning the client
system can best attend to the identifying factors that may be attributed
to client non-compliance. The knowledge of the biopsychosocial issues
surrounding the individual, is one such example. Social workers began
to assess the client and develop appropriate solutions based on this
inclusive system.
Social workers will need to address social problems along with
current health problems, in that these issues can be one in the same.
The address will be made to other social workers, the entire system of
public health, policy makers, managed care institutions and the general
population. Social problems continue to rise along with illness, and it
will take a group effort for all professionals to work together to solve
our social and health problems. Compliance is not only the patient's
problem but also a systems problem. The persons best able to involve
themselves in the advocating, mediating and education of and for the
client and society is the social worker. Social workers understand, at
each step, that the social and health issues surrounding the patient,
past and present are contributing factors that are conducive to future







Table 1. Observed frequencies and percentages distribution:
compliant and non-compliant behavior by age
Patient's Behavior with Medical Directives
Compliant Non-Compliant
Age Age
Count % Count %
25-35 7 33.3% 3 15.0%
36-45 9 42.9% 10 50.0%
46-55 4 19.0% 5 25.0%
55- over 1 4.8% 2 10.0%
Table 2. Observed frequencies and percentages distribution:
compliant and non-compliant behavior by race
Patient's Behavior with Medical Directives
Compliant Non-Compliant
Race Race
Count % Count %
African
American
20 95.2% 20 100.0%
Caucasian 1 4.8%
Table 3. Observed frequencies and percentages distribution:
compliant and non-compliant behavior by gender
Patient's Behavior with Medical Directives
Compliant Non-Compliant
Gender Gender
Count % Count %
Male 15 71.4% 12 60.0%
Female 6 28.6% 8 40.0%
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Table 4.. Observed frequencies and percentages distribution:
compliant and non-compliant behavior by county of origin
Patient's Behavior with Medical Directives
Compliant Non-Compliant
County of Origin County ofOrigin
Count % Count %
Fulton 15 71.4% 19 95.0%
Dekalb 5 23.8% 1 5.0%
Other 1 4.8%
Table 5. Observed frequencies and percentages distribution:
compliant and non-compliant behavior by marital status
Patient's Behavior with Medical Directives
Compliant Non-Compliant
Marital Status Marital Status
Count % Count %
Single 12 57.1% 13 65.0%
Married 4 19.0% 3 15.0%
Divorced 3 14.3%
Separated 1 4.8% 3 15.0%
Widowed 1 4.8% 1 5.0%
Table 6. Observed frequencies and percentages distribution:
compliant and non-compliant behavior by emplosunent status
Patient's Behavior with Medical Directives
Compliant Non-Compliant
Employment Status Employment Status
Count % Count %
Yes 4 19.0% 1 5.0%
No 17 81.0% 19 95.0%
Table 7. Observed frequencies and percentage distribution:
compliant the non-compliant behavior by educational level
Patient's Behavior with Medical Directives
Compliant Non-Compliant
Educational level Educational level







17 81.0% 16 80.0%
College 1 4.8% 1 5.0%
Trade
School
1 4.8% 2 10.0%
Health Factors
Table 8. Observed frequencies and percentages distribution:
compliant and non-compliant behavior by days hospitalized
Patient's Behavior with Medical Directives
Compliant Non-Compliant
Days Hospitalized Days Hospitalized
Count % Count %
1-10 13 61.9% 12 60.0%
11-20 4 19.0% 7 35.0%
21-35 1 4.8% 1 5.0%
36- over 3 14.3%
Table 9. Observed frequencies and percentages distribution:
compliant and non-compliant behavior by TB diagnosis
Patient's Behavior with Medical Directives
Compliant Non-Compliant
TB Diagnosis TB Diagnosis
Count % Count %
Mycobacterium 100.0% 20 100.0%
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Table 10. Observed frequencies and percentages distribution:
compliant and non-compliant behavior by patient's "degree of
smear"
Patient's Behavior with Medical Directives
Compliant Non-Compliant
Degree of Smear Degree of Smear
Count % Count %
Negative
Infectious
4 19.0% 5 25.0%
Low
Infectious
1 4.8% 2 10.0%
Mildly
Infectious






13 61.9% 12 60.0%
Table 11. Observed frequencies and percentages distribution:
compliant and non-compliant behavior by days before the start
of TB medication
Patient's Behavior with Medical Directives
Compliant Non-Compliant
Days Before Start ofTB Days Before Start ofTB
Meds Meds
Count % Count %
One day 15 71.4% 11 55.0%
Two days 2 9.5% 7 35.0%





Table 12. Observed frequencies and









Table 13. Observed frequencies and percentages distribution:
compliant and non-compliant behavior by governmental
assistance
Patient's Behavior with Medical Directives
Compliant Non-Compliant
Governmental Assistance Governmental Assistance
Count % Count %
Yes 7 33.3% 8 40.0%
No 14 66.7% 12 60.0%
Table 14. Observed frequencies and percentages distribution:
compliant and non>compliant behavior by everyday transportation
source
Patient's Behavior with Medical Directives
Compliant Non-Compliant
Everyday Transportation Everyday Transportation
Count % Count %
Walk 8 38.1% 9 45.0%




4 19.0% 4 20.0%
Table 15. Observed frequencies and percentages distribution:
compliant and non-compliant behavior by pastmilitary service






Count % Count %
Yes 6 28.6% 2 10.0%
No 15 71.4% 18 90.0%
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Table 16. Observed frequencies and percentages distribution:
compliant and non-compliant behavior by previous
institutionalization








Count % Count %
Hosptial 5 23.8% 3 15.0%








Table 17. Observed frequencies and percentages distribution:
compliant and non-compliant behavior bymedical insurance
coverage
Patient's Behavior with Medical Directives
Compliant Non-Compliant
Medical Insurance Medical Insurance
Count % Count %
Medicaid 1 4.8% 4 20.0%
Medicare 2 9.5% 1 5.0%
Not
Insured
18 85.7% 15 75.0%
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Table 18. Observed frequencies and percentages distribution:
compliant and non-compliant behavior by emotional support
Patient's Behavior with Medical Directives
Compliant Non-Compliant
Emotional Support Emotional Support
Count % Count %
Spouse 2 9.5% 4 20.0%
Parent 3 14.3% 3 15.0%
CMd 7 33.3% 2 10.0%
Self 5 23.8% 6 30.0%
Friend 4 19.0% 5 25.0%
Table 19. Observed frequencies and percentages distribution:
compliant and non-compliant behavior by children livingwith
patient






Count % Count %
Yes 5 23.8% 6 30.0%
No 16 76.2% 14 70.0%
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Table 20. Observed frequencies and percentages distribution:
compliant and non>compliant behavior by living arrangement prior
to admittance






Count % Count %
House 11 52.4% 7 35.0%
5?heller
(Homeless)
2 9.5% 2 10.0%
Apartment 6 28.6% 8 40.0%
Street 1 4.8% 2 10.0%
PCH/NH 1 4.8%
Incarcerated 1 5.0%
Table 21. Observed frequencies and percentages distribution:
compliant and non-compliant behavior by living arrangement after
discharge






Count % Count %
Home 12 57.1% 8 40.0%
AHP
(Hotel)
6 28.6% 7 35.0%
Incarcerated 1 4.8% 1 5.0%
Expired 2 9.5% 1 5.0%
Other 3 15.0%
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Table 22. Observed frequencies and percentages distribution:
compliant and non-compliant behavior by social service referrals
provided














10 47.6% 13 65.0%
Table 23. Observed frequencies and percentages distribution:
compliant and non>compliant behavior by social service assistance
provided
Patient's Behavior with Medical Directives
Compliant Non-Compliant
Social Service Assistance Social Service Assistance
Provided Provided
Count % Count %
Token 1 4.8% 2 10.0%
Transportation 5 23.8% 7 35.0%
None Provided 15 71.4% 11 55.0%
Table 24. Observed frequencies and percentages distribution:
compliant and non-compliant behavior by past substance abuse
Patient's Behavior with Medical Directives
Compliant Non-Compliant
Past Substance Abuse Past Substance Abuse
Count % Count %
Yes 15 71.4% 20 100.0%
No 6 28.6%
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Table 25. Observed frequencies and percentages distribution:
compliant and non-compliant behavior by prior treatment for
substance abuse






Count % Count %
Yes 7 33.3% 12 60.0%
No 14 66.7% 8 40.0%
Table 26. Observed frequencies and percentages distribution:
compliant and non-compliant behavior by prior tobacco usage
Patient's Behavior with Medical Directives
Compliant Non-Compliant
Tobacco Usage Tobacco Usage





Table 27. Observed frequencies and percentages distribution:
compliant and non-compliant behavior by previous weight loss
Patient's Behavior with Medical Directives
Compliant Non-Compliant
Wei^t Loss in the Prior
Year
Weight Loss in the Prior
Year
Count % Count %
Yes 16 76.2% 12 60.0%
No 5 23.8% 8 40.0%
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Table 28. Observed frequencies and percentages distribution:
compliant and non-compliant behavior by prior treatment for TB






Count % Count %
Yes 3 14.3% 4 20.0%
No 18 85.7% 16 80.0%
Table 29. Observed frequencies and percentages distribution:
compliant and non-compliant behavior by time between admit
date and SW contact
Patient's Behavior with Medical Directives
Compliant Non-Compliant
Time Between Admit and Time Between Admit and
SW Contact SW Contact
Count % Count %
One Day 8 38.1% 5 25.0%
Two Days 6 28.6% 6 30.0%
Three Days 5 23.8% 5 25.0%
Over Three
Days
2 9.5% 4 20.0%
Table 30. Observed freqnendes and percentages distribution:
compliant and non-compliant behavior by patient's familiarity
with anyone that has TB






Count % Count %
Yes 11 52.4% 10 50.0%
No 10 47.6% 10 50.0%
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Table 31. Observed frequencies and percentages distribution:
compliant and non-compliant behavior by patient's willingness
to participate with discharge plans






Count % Count %
Yes 19 90.5% 17 85.0%
No 2 9.5% 3 15.0%
Table 32. Observed frequencies and percentages distribution:
compliant and non-compliant behavior by history of psychiatric
disorder.






Count % Count %
Yes 1 4.8% 6 30.0%




















6. Is the patient employed:
Yes No
7. Patient educational level:
Elementary Junior High School High School.
College Trade School
HEALTH FACTORS
8. The number of days patient was hospitalized:




10. Patient's 'degree of smear':
11. The number of hospitalized days before the start of TB
Medication
12. Is the patient compliant or non-compliant with medical directives
Yes No
SOCIO-ECONOMIC FACTORS
13. Is the patient receiving any governmental assistance:
Yes No
If yes;
What type? How much?
14. Patient's usual mode of everyday transportation:
Walk Marta Bus/Cab Car
Travel with friends/family
15. Patient's past military service:
Yes No16.Has the patient been in the following institution in the last
year:(Mark all that apply)
Hospital Incarcerated
Psychiatric Hospital Military
The patient's area of medical insurance coverage:








19. The number of children living with the patient:
20. The patient's living arrangement before hospitalization:
House Shelter (homeless) Apartment
Personal Care Home Street Nursing Home
Incarcerated Boarding House Institutionalized
Hotel
21. The patient's living arrangement after hospitalization:
Home Alternative Housing Program
Incarceration Expired
22. Referrals provided by social services after discharge:
Shelter Food Stamps General Assistance
SSI Unemployment
23. Assistance provided by social services after discharge:
Token Transportation Other
24. Is substance abuse apart of the patient's past behaviors:
Yes No
If yes, what type? Mark all that apply.
Alcohol Intro-venous drugs Heroin
Cocaine/Crack Marijuouia Other
Has the patient ever received treatment for drug abuse?
Yes No




26. Does the patient use tobacco products:
Yes No
27. Has the patient suffered any weight loss in the last year:
Yes No
28. Has the patient ever had previous TB treatment at this health care
institution:
Yes No
29. The amount of time between the patient's admit date and the contact
of the social worker:





31. Is the patient willing to assist in discharge plan:
Yes No
32. Does the patient have a history of psychiatric disorder?
Yes No
If yes, has the patient been institutionalized in the last year?
Yes No
Adapted from: TB Report
Grady Health System
Social Service Department






Grady Health Care System
Department of Social Services
80 Butler Street
Atlanta, Georgia 30303
Dear Social Services Representative:
Subject: Raaaarcb Pasniaaioa
Hello, I am a graduate student at Clark Atlanta University and in the final
process of completing a Masters Degree of Social Work with a concentration in
Health/Mental Health. In order to complete the elements of the curriculum, thesis
work is required. I have an interest in communicable diseases and the social
aspect that affects the functioning of infected persons. This is where I would
prefer the focus of my study to be.
The topic of the proposed study is A Comparative Analysis of Compliant and
Non-Compliant Behaviors in Regard to Socio-Economic Factors among Tuberculosis
Infected Inpatients at a Local Hospital. To complete this study I am seeking
permission to review TB reports gained by the Department of Social Services. Due
to the secondary nature of the data gained, client interaction will not be
involved at anytime during the research period.
I assure you that the proposed study will comply with all ethical and professional
social work standards, with respect for the health care facility, the department
and clientele being upheld. Confidentiality of clients personal and medical
information will be adhered to, with theses items being omitted.
Thatik you for your time and consideration and I look forward to hearing from you.
If you should wish to contact me over the proposal you may reach me at
(404) 377-1347. My thesis advisor, Hattie M. Mitchell, is also avail2d3ie for





223 James P. Brawley Drive. S.W. • Atlanta. Georgia 30314-4391 • (404)880-8000
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